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demiological view of the health care needs and priorities. Several inconsistencies and inequalities (particularly between the northern and the southern regions) are obvious, both in the health status of the population and in the provision of health care. Problems that should be addressed by future governments are: the uneven distribution of medical technology; the persistence of large inequalities, documented by outcomes such as rheumatic fever, between northern and southern regions; the large variability in clinical practices; the lack of an explicit policy as far as the diffusion of advanced technology is concerned; the ensuing "hidden" rationing; and the peculiar relationship between public and private health structures. Both the current ideological shift towards a market economy for health care and the traditional lack of epidemiological input in health care planning could threaten a rational approach to these problems.
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This paper aims to describe some key issues concerningthe health status ofthe Italian population and the structure of health care in Italy in order to pinpoint the most critical aspects that could be seriously threatened by future policies. The ultimate aim is to highlight the potential contribution of epidemiology -neglected until now -in the approach to the NHS crisis. Special emphasis will be placed on the north/south differences. In fact, both the epidemiology of common diseases and the functioning of health services differ in the different parts of Italy, and they require separate comments. For a long time southern Italy has had a poorer economy than the northern regions. In addition, state intervention has been devoted more to avoiding massive unemployment than to assuring an effective and efficient use of public resources. Very limited experience has been achieved in Italy with the organisation of consensus conferences and the development of guidelines. This is the necessary path, however, if effective quality assurance is to be pursued.8 Apart from the emphasis on efficiency rather than effectiveness, quality assurance in Italy has been mainly perceived as a routine activity with no real impact on the organisation and functioning of health services.
Discussion
Recent legislative changes are intended to introduce "managed competition" into the Italian national health service and to promote quality assessment within its structures. Until now there has been a wide gap between the clinical world, epidemiological research, the development and distribution of new medical technologies, and health administration. The policy making process has largely been based on a "muddling through" mentality; the process of decision making has not been easily traceable and, therefore, it has been difficult to criticise. Confusion is made traditionally between technical choices, social goals, and politics. Politics, in itself, has been largely dominated by vested interests and corruption until very recently.
In ineffective treatments in each discipline, to suggest areas which require further research, and to identify discrepancies between scientific evidence and diffusion in medical practice. There is, in fact, considerable evidence that clinical practice in Italy is very variable -that ineffective care is still practised and that effective care has not been completely adopted. 9 The involvement of epidemiologists in issues such as evaluation of effectiveness of care, consensus conferences, and guidelines for clinical practice would greatly contribute to bridging the gap between science, clinical practice, and health administration in Italy. To reach such a goal, however, the government and the Ministry of Health must understand the potential of epidemiology and related disciplines and set up the necessary structures. One example of the latter is the Office for Technology Assessment in Health Care which has been organised in the Veneto region, the first in Italy of this type. A regional structure of such offices would be highly desirable, both because the new law increases considerably the power ofthe regions in planning health care and allocating resources and because there are strong regional differences and specificities in health care problems. Obvious problems that should be addressed by such offices, together with the Ministry of Health, are the following: * The uneven distribution of medical technologies in Italy; * The persistence oflarge inequalities, documented by outcomes such as rheumatic fever, between northern and southern regions; * The large variability in clinical practices; o The lack of an explicit policy as far as the distribution of high technologies is concerned; * The ensuing "hidden" rationing, since official criteria do not seem to be used for the recruitment of eligible patients; and * The peculiar relationship between public and private health structures, which does not contribute to an increase of productivity through competition. This is only a short list of problems which clearly require an epidemiological assessment.
Unfortunately, while the development of epidemiology has been speedy in the past two decades in Italy, it has been very disorganised. Epidemiological research has reached international standards, but there is a serious lack of sound epidemiological teaching in medical schools. The epidemiology taught at the universities is often old fashioned (infectious disease epidemiology), largely disconnected from both public health needs and the clinical world, and (with few exceptions) teachers have little research experience.
From a positive perspective, the health care reform creates special opportunities to experiment in order to solve some of the major problems of the Italian NHS. Positive features of the Italian system include: a widespread network of public services with full time personnel, allowing an ongoing quality assurance; the regionalised administration, which should avoid some of the drawbacks associated with a centralised system; the emphasis in the recent law on quality assurance; and the official involvement of patients and their organisations in the identification of problems and the proposal of solutions. We hope that these opportunities will not be missed and that the positive features of the new law will not be totally overwhelmed by emphasis on privatisation and "the market".
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